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Intimate Partner Violence in Plastic Surgery Practice: Perceptions and
Preparedness Amongst Practicing Plastic Surgeons
Abstract
INTRODUCTION
It is estimated that 4 of 10 women in the United States have experienced one or more forms of intimate
partner violence (IPV) in their lifetime. The US Preventative Service Task Force recommends that
clinicians screen women of reproductive age for IPV and refer women who screen positive to ongoing
support services (B recommendation). We aim to identify the perceptions, attitudes, and preparedness of
plastic surgeons regarding intimate partner violence
METHODS
An IRB approved survey was sent to members of the American Society of Plastic Surgeons. The survey
contained three sections: (1) surgeon and practice demographics, (2) surgeon experience with intimate
partner violence and preparedness of using protocols to screen for intimate partner violence, and (3)
surgeon attitudes and perception of those experiencing and inflicting intimate partner violence. Four
follow-up emails were sent to enhance response rate.
RESULTS
A total of 107 of 2,535 plastic surgeons responded (4.22% response rate), and 81 (75.7%) of them were
men. Most surgeons, 57 (64.0%) respondents, estimate that intimate partner violence is rare (year) in their
practice while 22 (24.7%) surgeons were unsure of the prevalence. Only 17 (37.8%) surgeons responded
that they feel comfortable screening for intimate partner violence while 41 (43.2%) believe that screening
protocols are likely to capture patients’ experiences. Most surgeons (71.6%) state they have no
established protocol if a patient discloses intimate partner violence.
CONCLUSIONS
The prevalence of IPV is well understood, but educational efforts and adequate screening protocols are
needed within the plastic surgery community to identify and treat patients experiencing intimate partner
violence.
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Abstract
Introduction: It is estimated that 4 of 10
women in the United States have experienced
one or more forms of intimate partner
violence (IPV) in their lifetime. The US
Preventative Service Task Force recommends
that clinicians screen women of reproductive
age for IPV and refer women who screen
positive to ongoing support services. We aim
to identify the perceptions, attitudes, and
preparedness of plastic surgeons regarding
intimate partner violence.
Methods: An IRB approved survey was
sent to members of the American Society
of Plastic Surgeons. The survey contained
three sections: (1) surgeon and practice
demographics, (2) surgeon experience with
IPV and preparedness of using protocols to
screen for IPV, and (3) surgeon attitudes and
perception of those experiencing and inflicting
IPV. Four follow-up emails were sent to
enhance response rate.
Results: A total of 107 of 2,535 plastic
surgeons responded (4.22% response rate),
and 81 (75.7%) of them were men. Most
surgeons, 57 (64.0%) respondents, estimate
that intimate partner violence is rare (<1 time
per year) in their practice while 22 (24.7%)
surgeons were unsure of the prevalence.
Only 17 (37.8%) surgeons responded that
they feel comfortable screening for intimate
partner violence while 41 (43.2%) believe
that screening protocols are likely to capture
patients’ experiences. Most surgeons (71.6%)
state they have no established protocol if a
patient discloses intimate partner violence.
Conclusions: The prevalence of IPV is
well understood, but educational efforts and
adequate screening protocols are needed
within the plastic surgery community to
identify and treat patients experiencing
intimate partner violence.
Keywords: IPV, plastic surgery, intimate
partner violence, screening

Introduction
According to the Center for Disease Control
and Prevention, intimate partner violence
(IPV) is defined as physical violence, sexual
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violence, stalking, or psychological harm by
a current or former partner or spouse.1 Over
4 of 10 women in the United States have
experienced one or more forms of violence in
their lifetimes, including child abuse (17.8%),
physical assault (19.1%), rape (20.4%),
and intimate partner violence (34.6%).2
Acknowledging the high rates of IPV is
important considering medical professionals
often underestimate the prevalence of IPV in
their patient populations. 3,4
IPV is associated with several adverse
medical and psychological conditions. In
comparison to women with no history of
IPV, patients with IPV are 5.89 times more
likely to suffer from a substance use disorder,
4.96 times more likely to have family and
social problems, are 3 times more likely of
being diagnosed with a sexually transmitted
disease, and 2.36 times more likely to have
depression..5 Factors associated with IPV
including history of depression, anxiety, and
motivation for receiving plastic surgery based
on relationship issues are associated with
poor psychological outcomes after cosmetic
surgery.6
Although IPV is prevalent, it may be hard to
recognize due to a variety of factors. Patients
believe that physicians should screen for IPV,
but patients who experienced IPV may not be
ready to disclose or even recognize that they
are victims of IPV.7 Sensitivity and specificity
can vary widely between IPV screening
tools and no single tool has well established
psychometric properties.8 Although
identifying IPV may be difficult, many
specialties have taken on the initiative to
recognize and offer assistance to patients who
have experienced IPV. Oculoplastic literature
indicates that the third leading cause of orbital
floor fractures in women is IPV (7.6%) and
have called for increased awareness of IPV as
a leading mechanism of injury in patients who
present with orbital floor fractures.9
Due to the high prevalence and the types
of injuries associated with IPV, patients
experiencing IPV are presenting to plastic
surgery clinics. Soft tissue injury is the most
common manifestation of physical IPV,
accounting for 61% of cases, and 88-94%
of female patients who experience IPV have
trauma to the head and neck region.10–12 To our

knowledge, there is little understanding of the
rates of patients experiencing IPV presenting
to plastic surgery clinics and there is minimal
research on plastic surgeons’ awareness
and screening protocols for IPV. The rates
of IPV are underestimated or unknown
within the plastic surgery community, which
leads to lack of adequate screening and
treatment options for this patient population.
The purpose of this study is to identify the
perceptions, attitudes, and preparedness of
plastic surgeons regarding IPV. .

Methods
The subject pool for this study included
all 2,535 active members of the American
Society of Plastic Surgeons (ASPS). ASPS
was chosen as it represents 93% of all
board-certified plastic surgeons in the U.S.13
Requests for participation were sent via the
organization’s electronic mailing list a total of
four times between September to November
of 2020.
The survey was approved by the IRB at
the University of Nebraska Medical Center
and adhered to ethical principles stated in
the Declaration of Helsinki. The survey
was comprised of 27 questions and was
administered through SurveyMonkey
(SurveyMonkey Inc, San Mateo, California).
Participants could elect to not answer some or
all of the questions, while still being able to
submit the survey. Participant anonymity was
maintained, and no personal identifiers were
recorded. Questions within the survey focused
on surgeon demographics, perception and
attitudes towards issues relating to IPV, and
current IPV screening protocols. Questions
regarding IPV perceptions, attitudes, and
screening protocols were minimally modified
from a previously validated study which
surveyed orthopedic surgeons.3,14 The survey
instrument is available as Supplement 1.

Results
The survey was sent to 2,535 active members
of ASPS and was completed by 107
individuals (4.22% response rate). Provider
and practice demographics are summarized
in Table 1. In total, 81 (75.7%) respondents
were male, while 26 (24.3%) respondents
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Table 1.
Provider and Practice Demographics
No. (%) of Respondents
What is your gender? (n=107)
Male

81 (75.7%)

Female

26 (24.3%)

What is your age? (n=107)
<35

4 (3.7%)

35-44

19 (17.8%)

45-54

33 (30.8%)

55-64

29 (27.1%)

65+

22 (20.6%)

What best describes your practice type? (n=107)
Solo Practice

48 (44.9%)

Solo Practice-shared facility

7 (6.5%)

Small group practice (2-5 plastic surgeons)

21 (19.6%)

Large group practice (6+ plastic surgeons)

2 (1.9%)

Medium multi-specialty practice (6-20 physicians)

1 (0.9%)

Large multi-specialty practice (20+ physicians)

A majority of surgeon, 57 (64.0%)
respondents, estimate that IPV is rare
(<1 time per year) in their practice, while
22 (24.7%) surgeons were unsure of the
prevalence. Plastic surgeons believe that IPV
is more prevalent in the community with 24
(26.7%) respondents estimating it is fairly
common (quarterly), yet, most surgeons, 47
(52.2%) respondents, are unsure about the
prevalence of IPV in their own community.
When asked about implementing universal
screening for IPV, most surgeons were unsure,
[32 (35.6%) respondents], or believe that
it should not be implemented, [33 (36.7%)
respondents]. Conversely, over half of
surgeons surveyed, [53 (59.6%) respondents],
believe that targeted screening for IPV should

4 (3.7%)

Academic practice

12 (11.2%)

Academic practice (salaried with private practice)

4 (3.7%)

Employed Physician

7 (6.5%)

Military

1 (0.9%)

Describe practice in terms of time spent: (n=107)
100% Reconstructive

14 (13.1%)

25% Cosmetic 75% Reconstructive

19 (17.8%)

50% Cosmetic 50% Reconstructive

21 (19.6%)

75% Cosmetic 25% Reconstructive

29 (27.1%)

100% Cosmetic

24 (22.4%)

Do you cover facial trauma call? (n=107)
Yes

46 (43.0%)

No

61 (57.0%)

were female. The respondents were most
commonly in solo practice, [48 (44.9%)], or
within a small group practice, with 21(19.6%)
in a group consisting of 2-5 surgeons. A total
of 12 (11.2%) surgeons were in academic
practice while 4 (3.7%) surgeons were in
academic practice and salaried with private
practice. Most surgeons’ practices were
mixed between cosmetic and reconstructive
work, with 14 (13.1%) surgeons solely
performing reconstructive procedures and
24 (22.4%) surgeons solely performing
cosmetic procedures. A majority of those who
responded, 61 (57.0%) surgeons, do not cover
facial trauma call.

Table 2.
Attitudes of Plastic Surgeons Toward Issues Relating to IPV
No. (%) of Respondents
How prevalent is IPV in your practice? (n=89)
Rare (<1 time per year)

No. (%) of Respondents
Do you worry about how patients might react to screening for IPV? (n=90)

57 (64.0%)

Yes

40 (44.4%)

Fairly Common (Quarterly)

7 (7.9%)

No

29 (32.2%)

Very Common (Monthly)

3 (3.4%)

Unsure

21 (23.3%)

Unsure

22 (24.7%)

How prevalent is IPV in your community? (n=90)
Rare (<1 time per year)

17 (18.9%)

Fairly Common (Quarterly)

24 (26.7%)

Very Common (Monthly)
Unsure

2 (2.2%)
47 (52.2%)

Do you believe universal screening for IPV should be implemented? (n=90)
Yes

25 (27.8%)

No

33 (36.7%)

Unsure

32 (35.6%)

Do you believe targeted screening for IPV should be implemented? (n=89)
Yes

53 (59.6%)

No

6 (6.7%)

Unsure

30 (33.7%)

Who bears the responsibility for Intimate Partner Violence? (select all that
apply) (n=90)
The perpetrator

83 (92.2%)

The person experiencing IPV

22 (24.4%)

Society

41 (45.6%)

Do you believe some patients are more likely than others to experience
IPV? (n=90)
Yes
No
Unsure

65 (72.2%)
6 (6.7%)
19 (21.1%)

Are you afraid of offending a patient by asking about IPV? (n=90)
Yes

29 (32.2%)

No

47 (52.2%)

Unsure

14 (15.6%)

Do you believe inquiring about personal relationships is an invasion of
privacy? (n=90)
Yes

23 (25.6%)

No

44 (48.9%)

Unsure

23 (25.6%)
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be implemented. While most surgeons, [83
(92.2%) respondents], believe the perpetrator
bears the responsibility for IPV, 22 (24.4%)
surgeons also believe the person experiencing
IPV bears the responsibility. Attitudes of
plastic surgeons toward issues relating to IPV
are summarized in Table 2.
Very few surgeons (8.9%) felt “very
uncomfortable” addressing issues related to
IPV and 17.8% felt “very uncomfortable”
discussing appropriate resources and
responses to patients disclosing IPV.
Interestingly, the majority of surgeons were
unsure (21.1%) or did not have developed
mechanisms (55.6%) for asking about
IPV without putting themselves at risk.
Preparedness of plastic surgeons toward issues
relating to IPV are summarized in Table 3.
Current provider and practice efforts to
identify IPV are summarized in Table 4.
While 44 (43.1%) surgeons state that their
emergency departments have IPV screening
protocols, only 11 (10.6%) surgeons’ clinics
and 2 (2.0%) surgeons’ med spas report
having IPV screening protocols. While 41
(43.2%) believe that screening protocols are
likely to capture patients experiencing IPV
only 17 (37.8%) surgeons responded that they
feel comfortable screening and 68 (71.6%)
surgeons state they have no established
protocol if a patient discloses IPV.
Most surgeons, 62 respondents (65.3%),
have not had a patient disclose experiencing
IPV and 66 respondents (69.5%) have never
personally screened patients for IPV. While
71 (77.2%) surgeons have never received
training in IPV, 42 (45.2%) surgeons state
that plastic surgeons should receive training.
Surgeon experience with IPV is summarized
in Table 5.

Discussion
The purpose of this study is to assess the
level of knowledge plastic surgeons have
with issues relating to IPV and the current
protocols the plastic surgery community is
using to screen for IPV. The rates of IPV
in the community are underestimated or
unknown by plastic surgeons which has
resulted in a lack of adequate protocols to
screen for IPV and lack of preparation for how
to handle patients who disclose experiencing
IPV. This study aims to bring awareness to the
plastic surgery community regarding the rates
of IPV and encourages screening protocols
to be implemented within a plastic surgery
practice setting.
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Table 3.
Preparedness of Plastic Surgeons Toward Issues Relating to IPV
No. (%) of Respondents
How comfortable do you feel addressing issues related to IPV? (n=90)
Very comfortable

14 (15.6%)

Somewhat comfortable

27 (30.0%)

Neutral

18 (20.0%)

Somewhat uncomfortable

23 (25.6%)

Very uncomfortable

8 (8.9%)

How informed do you feel regarding appropriate responses and resources for individuals experiencing
IPV? (n=90)
Very comfortable

8 (8.9%)

Somewhat comfortable

17 (18.9%)

Neutral

22 (24.4%)

Somewhat uncomfortable

27 (30.0%)

Very uncomfortable

16 (17.8%)

Have you developed ways of asking about IPV without putting yourself at risk? (n=90)
Yes

21 (23.3%)

No

50 (55.6%)

Unsure

19 (21.1%)

Table 4.
Provider and Practice Efforts to Identify IPV
No. (%) of Respondents
Do you have IPV screening protocols in:
Clinic (n=104)
Yes
No
Not Applicable

11 (10.6%)
78 (75%)
15 (14.4%)

Emergency Department (n=102)
Yes

44 (43.1%)

No

23 (22.6%)

Not Applicable

35 (34.3%)

Med Spas (n=101)
Yes

2 (2.0%)

No

53 (52.5%)

Not Applicable

46 (45.5%)

Do you feel comfortable screening for IPV using the protocol? (n=45)
Yes

17 (37.8%)

No

8 (17.8%)

Unsure

20 (44.4%)

Do you believe having screening protocols are likely to capture patients experiencing IPV? (n=95)
Yes

41 (43.2%)

No

15 (15.8%)

Unsure

39 (41.0%)

If a patient discloses an experience with IPV, do you have established protocol for further management
and referral? (n=95)
Yes

27 (28.4%)

No

68 (71.6%)

If a patient disclosed experiencing IPV, please select the service(s) you would contact or refer to (select
all that apply): (n=94)
Social work

55 (58.5%)

Police

55 (58.5%)

Family
Domestic violence hotline

6 (6.4%)
53 (56.4%)

No referral

3 (3.2%)

Other

8 (8.5%)
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Table 5.
Provider Experience with IPV
No. (%) of Respondents
Have you ever had a patient disclose experiencing IPV? (n=95)
Yes

33 (34.7%)

No

62 (65.3%)

Have you ever personally screened a patient for IPV? (n=95)
Yes

29 (30.5%)

No

66 (69.5%)

For all encounters where a patient has disclosed experiencing IPV, indicate the number of times this
has occurred: (n=31)
Fracture or injury related to IPV

29 (93.6%)

Non-IPV-related injury

22 (71.0%)

Cosmetic procedure

24 (77.4%)

Toxin/Filler

23 (74.2%)

Other

13 (42.0%)

Have you ever received training on identifying or managing IPV? (n=92)
Yes

21 (22.8%)

No

71 (77.2%)

Do you believe all plastic surgeons should receive IPV training? (n=93)
Yes

42 (45.2%)

No

21 (22.6%)

Unsure

30 (32.3%)

Plastic surgeons underestimate or are unaware
of the rates of IPV within their community
and practice. It has been estimated that over
4 out of 10 women have experienced one
or more forms of IPV in the United States.2
Furthermore, in a study conducted by
Breiding et al, an overall lifetime prevalence
of physical violence and/or unwanted sex was
estimated to be 26.4% for women and 15.9%
for men.15 This did not include psychological
abuse in its data set. The rates of IPV have
consistently been within this range or have
risen. A study conducted by the National
Violence Against Women Survey (NVAWS),
a decade before the Breiding et al study was
published, showed 25% of surveyed women
and 7.6% of surveyed men reported IPV.16 Our
study demonstrates that over half of surgeons
believe IPV is rare within their practice and a
quarter are unaware of the prevalence. While
a quarter of surgeons believe that IPV is fairly
common within their community, almost one
quarter believe a majority believe that IPV is
rare or are unaware of the rates within their
community. Perceiving that IPV is rare or
being unaware of the rates of IPV within the
clinical and community setting demonstrates
a lack of medical training efforts to help
providers appreciate the high prevalence of
IPV.
One of the most alarming results of this
study is the perception of plastic surgeons
towards who bears responsibility for IPV.
While almost all surgeons believe the
perpetrator bears the responsibility for IPV,
a quarter of surgeons believe the person
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experiencing IPV bears the responsibility
and around half of surgeons believe society
bears responsibility. Perpetrator’s perception
towards who bears responsibility of IPV
in offender intervention programs is a
central factor for minimizing the risk of
re-offense and increasing the responsibility
of assumption.17–20 Furthermore, victimblaming attributions are frequently used by
offenders to justify their own violent actions
and impede a positive change in behavior by
intervention programs.21 While most plastic
surgeons attribute the responsibility of IPV to
the perpetrator, placing blame on the victim
is dangerous by permitting perpetrators to not
take responsibility for their violent actions
and obstructs a change in behavior by the
offender and the recovery process of the
victim. Additionally, placing blame on the
victim may result in the patient not feeling
safe or trusting of the physician, may lead
to inadequate patient care due to negative
perceptions inflicted on the patient, and could
possibly impede patients from receiving
needed resources and assistance.
There is a discrepancy between stated
comfort level and surgeon preparedness with
issues relating towards IPV. While very few
surgeons stated they were very uncomfortable
addressing issues related to IPV and less
than a quarter of surgeons state they are very
uncomfortable regarding offering appropriate
resources and responses for individuals
experiencing IPV, most surgeons were unsure
or had no protocol in assessing and reporting
IPV. Three-quarters of respondents were

unsure or had no developed ways of asking
about IPV without putting themselves at risk.
A lack of protocol and low rates of screening
are not exclusive to plastic surgery. Although
the US Preventative Service Task Force
recommends that clinicians screen women
of reproductive age and refer women who
screen positive to ongoing support services
(B recommendation), Universal screening
remains to be controversial amongst the
IPV community and screening for IPV in
the healthcare setting remains low.22,23 Top
barriers identified that prevent clinicians
from screening for IPV include lack of
education regarding IPV, lack of time, and
lack of effective interventions.23 This further
emphasizes the need for education with issues
related to IPV and standardized and effective
protocols for screening and referring patients.
Similar studies exist in other medical
specialties. A survey of the Canadian
Orthopaedic Association (COA) found the
majority of orthopedic surgeons, (80% of 186
surveyed surgeons), believed IPV prevalence
in their practice was <1% and 95% of those
surveyed believed community prevalence
was <10%.24 Nearly one third of surveyed
physicians felt personal discomfort discussing
IPV, while almost half felt they lacked
knowledge of appropriate response to IPV.
In another study, of 1000 randomly selected
physicians from specialties pre-identified as
most likely to care for women at the point
of initial IPV disclosure (family practice,
obstetrics and gynecology, emergency care,
maternal/newborn care, and public health),
only 42% routinely initiated the topic of IPV
in practice with inadequate preparedness cited
as a key barrier to routine inquiry.25 Similarly,
obstetricians and gynecologists reported lack
of education as the most common barrier
to physician inquiry into IPV.26 A common
theme of inadequate training and education
about IPV exists among these studies, often
accompanied by misperceptions regarding its
prevalence.
This study is not without its limitations.
The low response rate of 4.22% could
be indicative of a non-response bias. In
particular, a majority of respondents worked
in a solo practice, did not cover facial trauma
call, with 50% or more of their procedures
being cosmetic. These attributes could result
in a lower likelihood of encountering a
patient’s initial disclosure of IPV.

Conclussions
The plastic surgery field needs further
education on issues associated with IPV
and protocols should be developed for the
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different practices settings to assess patients
who may be experiencing IPV. The rates of
IPV within the patient population are higher
than perceived by plastic surgeons and there
is currently no standardized protocol for
screening patients for IPV. Further studies
and efforts are needed to educate the plastic
surgery community on how to best help
patients experiencing IPV and an evidencebased standardized screening protocol can be
considered for implementation in the plastic
surgery setting. 
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